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A  SERIES  OF  CASES  PRESENTING  MINOR 
LESIONS  IN  THE  MACULA  LUTEA. 


The  lesions  of  the  macula  lutea  which  result 
from  myopia,  nephritis  and  diabetes,  anaemia  and 
cardiac  disease  are  well  known.  Haab  (Ititer- 
nationaler  Ophthalmologen  Congress,  Heidelberg, 
1888)  has  classified  the  remaining  diseases  of  the 
macula  into  several  groups: 

1.  Those  due  to  trauma  ( a )  by  contusion  of  the 
globe  without  rent  in  the  sclera  ( commotio  re¬ 
tina ,  of  Berlin);  ( b )  secondary  to  penetrating 
foreign  bodies;  (c)  secondary  to  a  neighboring 
rupture  of  the  choroid. 

2.  Those  characterized  by  the  general  term  se¬ 
nile  macular  disease. 

3.  Those  seen  in  people  of  depressed  nutrition 
— anaemia,  diseases  of  the  stomach,  etc. — having 
at  the  same  time  an  hereditary  disposition  to 
macular  disease;  and  finally, 

4.  Those  in  which  no  etiological  factor  within 
or  without  the  eye  is  discoverable. 

In  the  groups  just  referred  to,  at  least  in  the 
majority  of  them,  a  marked  failure  of  central  vi¬ 
sion  is  a  characteristic  symptom.  I11  the  series 
of  cases  to  which  I  beg  your  attention  for  a  few 
moments  full  acuity  of  vision  is  present;  general 
disease  in  most  instances  is  absent;  trauma  aud 
other  local  ocular  changes  are  wanting,  and  with 
propriety  they  may  be  referred  to  Haab’s  fourth 
group  in  which  no  etiological  factor  within  or 
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without  the  eye  is  discoverable,  that  is  discover¬ 
able  in  the  sense  that  it  is  not  possible  to  point 
with  certainty  to  any  one  determining  cause. 
These  small  lesions  have  certain  features  in  com¬ 
mon.  They  vary  in  size  from  one  to  four  diam¬ 
eters  of  a  retinal  vein.  Usually  they  are  some¬ 
what  oval  or  irregularly  round  in  shape,  of  var¬ 
ying  tints,  for  the  most  part  grayish-white,  or 
buff-colored,  sometimes  more  decidedly  yellow, 
occasionally  associated  with  some  granular  pig¬ 
ment,  or  composed  of  small  collections  of  yel¬ 
low  and  black  granulations.  Their  situation  is 
usually  either  above  or  to  the  temporal  side  of 
the  fovea  in  the  macular  region,  and  if  in  relation 
to  any  vessels  they  lie  beneath  them.  For  the 
connvenience  of  study  these  cases  may  be  classi¬ 
fied  into  several  groups : 

Group  i. — Asymmetrical  lesion  —  situated  in 
the  macular  region  of  the  eye  presenting  the  greater 
error  of  refraction. 

Case  i. — D.  N.,  a  young  man  aged  19;  very 
nervous;  hard  student;  no  general  disease.  Uarge 
irregular  discs;  many  lymph  reflexes.  In  the 
left  eye  up  and  in  from  the  fovea  a  small  oval 
patch  of  retino-choroiditis  composed  of  yellowish 
and  black  granules  interspersed,  lying  upon  a 
buff- colored  background.  In  the  right  eye  no 
similar  change.  O.  D.  +  .50s  §#.  O.  S.  +  i.s 

Case  2. — Miss  M.  B.,  a  woman  aged  55;  bleph¬ 
aritis  ;  unsatisfactory  reading  power ;  general 
health  perfect;  urine  negative.  In  each  eye 
healthy,  oval  optic  discs.  In  the  left  eye  a  patch 
3  by  4  mm.  below  the  fovea  characterized  by  yel¬ 
low  dots  and  a  few  pigment  granules  lying  upon 
a  yellowish-white  surface.  In  the  right  eye  no 
macular  changes.  O.  D.  +  .75s  O.  S  +  i.  s  f  jj. 

Case 3. — Miss  M.,  a  woman  aged  35;  chronic 
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conjunctivitis;  typical  asthenopia;  bad  occipital 
headaches;  suffers  much  from  dyspepsia,  and 
has  post-nasal  catarrh.  Oval  discs  and  hazy  ret¬ 
inas.  In  left  macula  a  small,  square,  buff- colored 
spot  in  the  choroid  below  the  fovea.  No  similar 
change  in  the  right  eye.  O.  D.  +  .50s  3 —  2.c 
axis  H.  O.  S.  +  .25s  O  —  2.50c  axis  5  §#. 

Case  4.. — Miss  C.,  aged  20;  suffers  much  with 
trigeminal  neuralgia;  hair  prematurely  gray; 
dreads  light;  has  occipital  headache;  otherwise 
health  good,  although  excessively  nervous.  In 
the  right  eye  an  oval  disc;  retina  slightly  hazy, 
and  below  the  fovea  a  patch  of  choroidal  change 
about  3  mm.  square  containing  in  its  centre  a 
cholesterin  crystal.  In  the -left  eye  a  nearly  round 
disc,  rather  pallid,  no  macular  change.  O.  D. 
■+-  .50s  Q  -f  .60c  axis  V.  §£>  O.  S.  +  .50c  axis 

v.  n. 

Case  5. — N.  B.  ,a  man  aged  46;  for  three  months 
has  had  running  ears ;  successive  attacks  of  conj  unc- 
tivitis;  at  times  occipital  headache;  giddy  spells; 
ill- defined  history  of  rheumatism.  In  the  right 
eye  a  horizontally  oval  gray  disc;  small  buff-col¬ 
ored  patch  below  fovea.  In  the  left  eye  similar 
disc  with  absorption  of  the  pigment  epithelium  of 
the  choroid,  but  no  macular  change.  O.  D.  +  1. 
sQ  .goc  axis  165  fft.  O.  S.  +  i.sQ  +  .25c 
axis  H.  f 

Case  6. — Miss  P.,  aged  39;  itching  and  burning 
eyes;  post-ocular  pain,  worse  in  right  eye;  has 
catarrhal  pharyngitis;  is  deaf  in  the  right  ear.  In 
the  right  eye  an  oval  disc,  below  the  fovea  a 
small  buff-colored  spot  containing  a  dark  centre. 
In  the  left  eye  a  normal  disc  without  macular 
changes.  O.  D.  +  .75s  3  +  .60c  axis  V.  §£. 
O.  S.  +  .50s  Q  +  .50c  axis  V. 

Casey. — Mrs.  M.,  age  35;  frequent  attacks  of 
headache  through  brow  and  temple,  aggravated 
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by  eye- work.  Family  physician  sends  report  of 
perfect  general  health.  In  the  right  eye  an  oval 
disc,  its  surface  too  capillary.  In  the  left  eye  an 
oval  over-capillary  disc;  full  lymph  sheaths,  and 
above  the  fovea  an  irregularly  oval  patch,  yellow¬ 
ish,  and  studded  with  numerous  darker  tinted 
dots.  O.  D.  +  .50s  3  +  .50c  axis  V.  ff.  O. 
S.  +  90s  Q  +  i.c  axis  V.  |f. 

Case  8. — Miss  McF.,  aged  31;  burning  eyes; 
blurred  print;  bad  frontal  headache;  has  had  rheu¬ 
matism;  no  gout;  otherwise  healthy.  I11  the  right 
eye  a  large  irregular  disc;  broad  scleral  ring, 
and  intensely  granular  macula,  and  to  the  outer  side 
of  the  fovea  an  irregular  buff-colored  patch  in  the 
choroid.  In  the  left  eye  a  round  disc  with  broad 
scleral  ring.  No  macular  changes.  O.  D.  2.50s  Q 
+  .50c  axis  75  ff.  O.  S.  2.s  O  +  .50c  axis  V.  ff. 

Case  p. — MissS.,  aged  46;  suffers  much  with 
eye  pain  and  headache;  is  in  delicate  health,  and 
hair  prematurely  gray.  In  the  right  eye  an  oval 
disc  bounded  by  a  black  line,  and  below  the  fo¬ 
vea  a  small  oval  patch  yellowish- white  in  color. 
In  the  left  eye  a  round  disc  with  a  shallow  central 
excavation  and  sharply  marked  scleral  ring.  No 
macular  change.  O.  D.  +  .75s  O  +  .60c  axis  120 
If.  O.  S.  +  -75s  C  +  -25c  axis  60  fg. 

Case  10 . — Mrs.  C.,  aged  58;  in  perfect  general 
health,  and  no  recent  sickness;  discs  rather  gray; 
veins  full,  transverse  arteries  slightly  tortuous. 
In  the  right  eye  a  small  yellowish  patch  in  the 
macula  above  and  just  at  the  edge  of  the  fovea. 
In  the  left  eye  no  similar  change.  O.  D.  +  .50s 
C  +  -5oc  axis  165  ff.  O.  S.  +  .75s  O  4-  .25c 
axis  H.  ff. 

In  this  group  of  ten  cases,  all  with  perfect  cen¬ 
tral  vision  and  unaware  of  any  lesions  of  the  eye, 
general  health,  with  one  exception,  was  good, 
the  well  recognized  causes  of  macular  disease 
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were  absent,  a  satisfactory  reason  for  the  spot  of 
degeneration  could  not  be  supplied.  It  is  perhaps 
suggestive  that  this  occurred  upon  that  side  pre¬ 
senting  the  greater  error  of  refraction.  In  two 
the  refraction  was  hypermetropic,  and  the  differ¬ 
ence  only  .50D  and  .25D  respectively;  and  in  the 
remaining  eight  there  were  seven  with  compound 
hypermetropic  astigmatism  in  each  eye,  and  one 
with  mixed  astigmatism  on  both  sides,  the  spot 
being  present  in  the  eye  exhibiting  the  greater 
anomaly  of  refraction.  If  instead  of  presenting 
ten  cases  the  number  had  been  one  hundred  or 
more,  such  an  association  would  be  more  than 
suggestive;  as  it  stands  it  may  be  merely  a  coin¬ 
cidence.  I  wish,  however,  to  point  it  out  and 
learn  the  experience  of  my  colleagues.  When 
we  remember  that  conus  and  posterior  staphyloma 
have  been  ascribed  to  the  influence  of  astigma¬ 
tism,,  that  refraction  error  may  cause  sympto¬ 
matic  retino  choroidal  irritation  and  even  superfi¬ 
cial  neuritis,  it  may  at  least  reasonably  be  sug¬ 
gested  that  slight  macular  changes  may  arise 
under  the  influence  of  anomalous  refraction  and 
in  asymmetrical  cases  appear  in  the  more  affected 
eye.  Bearing  somewhat  upon  this  question  is 
the  well  known  fact,  and  one  that  I  have  often 
observed  in  this  very  series  of  cases,  that  under 
the  influence  of  correction  such  superficial  lesions 
slowly  subside,  just  as  the  general  irritable  con¬ 
dition  of  the  whole  eye-ground  will  disappear 
through  similar  treatment. 

Still  in  touch  with  the  present  theory  of  the 
possible  origin  of  these  small  lesions  under  the 
influence  of  an  error  of  refraction  are  those  which 
I  have  gathered  into  the  second  group. 
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G  roup  2 ,  — Sym  metrical  macula  r  ch  a  nges — sym - 
metrical  refraction  error. 

Case  i. — Mrs.  R.,  aged  40;  much  sick  headache; 
very  nervous;  limbs  swell  (hysterical);  heart  and 
urine  normal.  In  each  eye  oval  discs  with  hazy 
edges.  I11  the  right  eye  a  small  crescent-shaped 
patch,  buff-colored,  below  and  to  the  temple  side 
of  the  fovea.  In  the  left  eye  streaks  in  the  mac¬ 
ula  and  one  small  buff- colored  spot  above.  O.  D. 
+  1. 50c  axis  105  |$.  O.  S.  +  1. 50c  axis  75  fft. 

Case  2. — Mrs.  B.,  aged  44;  headaches  for  years; 
severe  hemierania  without  prodromes;  of  feeble 
muscular  strength;  urine  normal.  In  the  right 
eye  sharply  marked  scleral  ring  around  an  oval 
disc;  several  oval,  buff-colored  patches  in  the  ma¬ 
cula  somewhat  radially  placed.  In  the  left  eye 
lower  and  inner  edge  of  the  oval  disc  hazy.  Ex¬ 
actly  similar  macular  changes.  O.  D.  +  .50  Q 
—  i.c  axis  165  |£.  O.  S.  +  .50  O  —  i.c  axis 

T  r  2  0 

l5  2  0* 

Case  3. — W.  D.,  a  man  aged  34;  complains  of 
blurred  feeling  when  reading,  lachrymation  and 
smarting  pain  in  the  morning,  general  health  per¬ 
fectly  good;  organs  and  functions  normal,  al¬ 
though  his  hair  is  beginning  to  turn  gray.  Earge, 
slightly  oval,  pallid  discs  with  central  lymph 
sheaths  full.  In  each  macula  above  the  fovea  a 
buff  colored  crescent  more  marked  upon  the  left 
side.  O.  D.  -f-  .50s  Q  4-  .25c  axis  H.  fft.  O. 
S.  +  .50s  O  +  .25c  axis  H.  §#. 

Case  4. — Mrs.  H.,  aged  42;  recent  nervous 
prostration;  occipital  and  shoulder  pain  with 
strained  feeling  across  forehead;  reads  better  in 
the  dusk.  In  each  eye  unduly  capillary,  oval 
optic  discs  with  hazy  retinas  and  finely  tortuous 
transverse  vessels.  In  each  macula  slight  dot¬ 
like  changes,  and  above  each  fovea  a  maroon- 
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colored  crescentic  area.  O.  D.  — .25c  axis  135 
H>  O.  S.  —  .25c  axis  45  2$. 

I  have  quoted  four  cases  to  illustrate  this  point: 
one  an  example  of  simple  hypermetropic  astig¬ 
matism;  another  of  compound  hypermetropic 
astigmatism;  a  third  of  mixed  astigmatism;  and 
a  fourth  of  simple  myopic  astigmatism.  The  le¬ 
sions  are  in  exact  accord  with  those  which  have 
already  been  described.  They  differ  from  the  last 
group  in  being  symmetrical;  they  resemble  the 
others  in  being  present  in  people  of  perfectly 
good  health,  or  at  least  in  people  free  from  or¬ 
ganic  disease,  and  in  whom  no  cause  either  within 
or  without  the  eye  could  be  discovered  to  explain 
their  presence.  An  exception  to  this,  however, 
may  be  Case  4,  which  in  all  probability  is  one  of 
changing  refraction,  and  the  spots  may  have  ap¬ 
peared  under  the  influence  of  this  phenomenon. 1 

To  illustrate  the  imperfection  of  the  theory 
which  has  been  suggested  that  these  slight  ma¬ 
cular  lesions  may  possibly  arise  under  the  influ¬ 
ence  of  refraction  error  and  appear  on  the  side  of 
the  greater  anomaly,  a  third  group  has  been 
collected  in  which  precisely  the  opposite  condition 
obtained. 

GROur  3. — Asymmetrical  lesion — situated  in  the 
macular  region  of  the  eye  presenting  the  smaller 
error  of  refraction. 

Case  1. — Miss  P.,  aged  25  ;  suffers  from  general 
headache  and  smarting  eyes  at  close  work ;  rather 
delicate,  but  organs  sound,  the  delicate  health 
probably  being  due  to  lack  of  exercise.  In  each 
eye  oval  discs  with  rather  full  veins.  In  the  right 
macula  a  small  patch  of  choroiditis  about  4  mm. 

1  Ilr.  G.  M.  Gould  (Archives  of  Ophthalmology,  Vol.  xix,  p.  31) 
reports  eight  cases  to  illustrate  the  hypothesis  that  central  choroi¬ 
ditis  is  due  to  ametropia,  and  suggests  the  name  ametropic  cho- 
roido-retinitis. 
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square  below  the  fovea.  O.  D.  -f  1.25s  Q  .25c 
axis  V.  |-j}.  O.  S.  +  150s  Q  +  .25c  axis  V.  fjf. 

Case  2.— Miss  S.,  aged  47 ;  asthma ;  has 
had  rheumatism ;  no  renal  change,  much  head 
ache.  In  each  eye  oval  disc  and  sharply  cut  scle 
ral  rings.  In  the  right  eye  a  buff  colored  patch 
above  in  the  macula  fringing  the  edge  of  the 
fovea.  O.  D.  +  .50s  3  +  .60c  axis  165  |}f.  O.  S. 
+  50  O  +  i  c  axis*  15  £!|. 

Case  j. — Mrs.  B.,  aged  61;  general  health  good; 
blurred  vision  ;  urine  normal.  I11  each  eye  small, 
oval  discs,  edges  clear.  In  the  left  eye  two  small 
yellowish  white  patches  bordering  the  lower  edge 
of  the  fovea.  O.  D.  +  2.s  3  +  -90c  axis  150  \ ft. 
O.  S  +  2,s  3  +  .50c  axis  60  2iJ-. 

Case  4.. — Mrs.  G.,  aged  28;  brow,  vertex,  and 
occipital  headache  for  years,  the  brow  and  occip¬ 
ital  headache  in  direct  relation  to  the  eyes  ;  gen¬ 
eral  health  perfect.  In  each  eye  oval  discs,  rather 
gray  in  the  outer  halves,  and  in  the  left  eye  below 
the  fovea  an  irregular  patch,  characterized  by  nu¬ 
merous  yellow  dots  with  some  larger  buff-colored 
spots.  O.  D.  +  .50s  O  +  .50c  axis  105  fjf.  O. 
S.  +  .50  O  +  -  25c  axis  75 

These  four  cases,  chosen  from  a  number  which 
I  have  seen,  are  all  examples  of  compound  hyper¬ 
metropic  astigmatism,  two  with  the  astigmatism 
according  to  the  rule  and  two  with  the  astigma¬ 
tism  contrary  to  the  rule,  and  in  all  the  macular 
change  in  that  eye  exhibiting  the  smaller  error  of 
refraction.  It  is  not  improbable  that,  if  this  topic 
were  pursued  and  large  numbers  of  cases  gathered 
together,  it  would  be  found  such  spots  occurred 
more  frequently  in  eyes  exhibiting  the  smaller 
degree  of  refraction  error,  for  the  very  reason 
that  they  may  represent  eyes  that  are  increasing 
in  refraction  and  lessening  the  amount  of  hyper- 
metropia. 


We  come  now  to  consider  the  fourth  group  of 
these  cases,  in  which  it  is  possible  to  point  with 
more  exactness  to  a  cause  for  the  changes  in  the 
eye- ground,  and  I  will  ask  your  attention  for  a 
moment  to  this  group. 

Group  4.  —  Symmetrical  macular  changes  — 
asymmetrical  refraction  error;  probable  influence  of 
con  stitu  tion  a  l  dera  ngemen  t . 

Case  /. — M.  G.,  a  man  aged  54;  aching  eyes  ; 
intense  occipital  headache;  very  gouty,  suffering 
at  times  with  severe  exacerbations  of  acute  gout; 
gouty  change  in  the  kidneys.  Horizontally  oval 
discs,  gray,  and  in  each  macula  numerous  round 
yellowish  dots  about  the  size  of  the  head  of  a  pin. 
O.  I).  +  2.s  0  +  .50c  axis  H.  £JJ.  O.  S.  +  2.50s 
C  +  -75C  axis  165  §ft. 

Case  2. — D.  L.,  a  man  aged  42;  severe  occipital 
headache;  apparently  fair  general  health;  years 
ago  had  yellow  fever.  The  urine  free  from  albu¬ 
min  and  tube  casts,  but  loaded  with  uric  acid. 
I11  the  right  eye  an  oval  disc,  the  upper  and  in¬ 
ner  edges  veiled.  Down  and  in  from  the  disc  a 
small  spot  of  choroidal  change  and  numerous 
yellow  dots  in  the  macula.  In  the  left  eye  a 
round  disc,  edges  veiled,  and  central  lymph 
sheaths  full.  Similar  macular  changes.  O.  D. 
+  .60s  f&.  O.  S.  +  .25s  0  +  .50c  axis  150  |(f. 

Case  j. — Mrs.  A.,  aged  46;  at  present  in  good 
health,  suffering  only  from  headaches  attributed 
to  eye-strain  and  some  conjunctival  irritation;  has 
had  two  attacks  of  puerperal  fever,  the  last  with 
her  youngest  child,  now  in  his  seventh  year.  In 
each  eye  round  discs  with  sharply  marked  scleral 
rings,  especially  below,  and  in  each  macular  re¬ 
gion  to  the  disc  side  of  the  fovea  several  yellow¬ 
ish  splotches  spotted  over  with  small  pigment 
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dots.  O.  D.  +  1.25s  0  +  .60c  axis  75  £$.  0. 

S.  +  1. 50s  0  +  .50c  axis  105  ■§§. 

Case  4. — Miss  M.,  aged  10;  recently  has  had 
sore  throat  (diphtheria?);  has  had  malaria;  feels 
a  film  over  the  eyes ;  much  brow  pain.  In  each 
eye  numerous  fine  dots  the  size  of  the  prick  of  a 
pin  and  of  yellowish  color.  The  urine  contains 
albumin  and  tube  casts.  O.  D.  1.50  f$.  O.  S. 

l'  H- 

Case  5. — Miss  P.,  aged  24;  pain  in  the  eyes, 
worse  when  reading;  claims  to  be  in  good  general 
health,  but  is  readily  tired ;  pain  in  the  back, 
face  pallid  and  slightly  puffy  beneath  the  eyes. 
Urine  of  low  specific  gravity;  small  hyaline  casts. 
In  the  right  eye  the  disc  is  round,  the  lymph 
sheaths  full,  and  the  macula  contains  several 
granular  spots.  In  the  left  eye  the  disc  is  oval, 
the  lymph  sheaths  full.  In  the  macula  granular 
dots,  and  one  small  yellowish  patch  below  the 
fovea.2  O.  D.  +  .25c  axis  95  fjj-.  O.  S.  +  .50c 
axis  V  fo. 

Any  influence  of  refraction  error  in  these  cases 
probably  may  be  eliminated,  and  this  has  simply 
been  recorded  for  the  sake  of  uniformity.  In  two 
of  the  cases  the  presence  of  renal  disorder  renders 
the  explanation  of  macular  change  of  ready  dem¬ 
onstration.  They  have  been  referred  to  chiefly 
because  they  represent  a  large  class  where  very 
fine  lesions  in  the  macula,  which  do  not  in  any 
way  influence  central  vision,  which  can  often  be 
found  only  by  the  most  careful  focusing,  and  yet 
which  direct  attention  to  an  examination  of  the 
urine,  with  the  results  detailed  in  Cases  4  and  5. 
I  have  on  a  number  of  occasions  had  cases  of  this 
character  referred  to  me  by  competent  general 
practitioners,  who  were  not  a  little  amazed  when 


2  Cases  4  and  5  have  been  referred  to  in  a  paper  before  the  Comi¬ 
ty  Medical  Society  of  Philadelphia,  read  April  23,  1890. 
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I  sent  them  word  back  that  the  headache  which 
they  had  supposed  due  to  eye-strain,  and  conse¬ 
quently  coming  within  my  province  for  treatment, 
was  a  headache  in  all  probability  due  to  renal  in¬ 
adequacy,  and  belonging  to  them.  These  cases 
are  in  no  sense  albuminuric  retinitis,  and  I  have 
watched  them  for  long  periods  of  time  and  they 
apparently  do  not  develop  into  albuminuric  reti¬ 
nitis.  They  stay  simply  where  they  are,  and  in 
some  minor  degree  are  an  index  of  renal  change; 
moreover,  of  a  renal  change  which  is  apparently 
perfectly  compatible  with  what  appears  to  be  good 
general  health.  Perhaps  investigation  would  show 
that  such  cases  are  present  in  the  examples  of  so- 
called  transient  albuminuria;  perhaps  they  are 
only  coincidences — but  be  this  as  it  may,  they 
deserve  attention.  In  two  of  the  other  cases 
(Case  i  and  Case  3)  renal  change  was  no  doubt 
at  the  bottom  of  the  lesion ;  the  one  a  case  of 
chronic  gout  with  gouty  kidneys,  and  the  other 
in  a  woman  who  had  attacks  of  puerperal  fever. 
They  are  interesting  only  on  account  of  the  small¬ 
ness  of  the  lesion  and  the  presence  of  accompa¬ 
nying  perfect  central  vision.  In  Case  2  the  fact 
that  the  patient  had  yellow  fever,  and  was  the 
subject  of  uric  acid  diathesis  in  a  minor  degree, 
is  of  interest.  I  have  elsewhere  reported  not 
macular  changes,  but  decided  general  retinal  dis¬ 
turbance  in  association  with  oxaluria.  Perhaps 
this  case  is  analogous. 

In  a  number  of  instances  exposure  to  intense 
light  (sunlight,  electric  light),  has  resulted  in  the 
•'.ppearance  of  a  persistent  after-image.  Corres¬ 
ponding  to  the  central  scotoma  evidences  of  reti¬ 
nitis  or  retino-clioroiditis  have  been  found  in  the 
macula.  It  is  to  this  class  of  cases  that  the  final 
group  belongs,  of  which  I  have  only  one  example 
to  quote. 
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Group  5. — Slight  macular  changes — the  appa- 
rent  result  of  exposure  to  a  bright  sunlight. 

Case  1. —  Miss  B.,  aged  22,  complains  of  a  dark 
spot  before  the  right  eye  which  followed  prolonged 
exposure  to  the  glare  of  a  sunset  upon  the  ocean, 
the  patient  having  watched  this  for  a  long  period 
of  time.  No  headache,  no  asthenopia.  A  care¬ 
ful  examination  by  the  family  physician  discov¬ 
ered  no  constitutional  derangement.  In  the  right 
eye  an  irregularly  oval  disc  with  central  excava¬ 
tion,  and  in  the  right  macula  a  dark  area,  and  up 
and  in  from  the  fovea  a  number  of  fine,  faintly 
marked,  yellowish-white  dots.  In  the  left  eye  no 
similar  dark  area,  but  one  or  two  fine  dots.  No 
dark  spot  complained  of  before  the  left  eye.  O. 
D.  +  .50s  3  +  .25c  axis  H.  f$.  O.  S.  +  .75s 
c  +  -25c  axis  I20t?K 

The  dark  area  in  this  case  was  noted  two  years 
ago.  It  persists  still,  only  the  scotoma  has  grown 
exceedingly  faint,  and  there  has  been  correspond¬ 
ing  fading  of  the  macular  changes.  That  this  is 
really  an  after-image  and  is  on  the  retina,  is  evi¬ 
dent  from  the  fact  that  it  obscures  but  does  not 
hide  real  objects,  moves  with  the  motions  of  the 
eye,  and  is  projected  when  the  observer  looks 
upon  a  dark  ground.  These  are  the  points  which 
Dr.  Tuke,  in  his  article  on  “Hallucinations  and 
the  Subjective  Sensations  of  the  Sane,”  considers 
characteristic  of  the  after-image  of  a  luminous 
object.  A11  interesting  point  in  this  case  is  the 
fact  that  in  the  right  or  affected  eye  there  was  a 
patch  darker  than  the  surrounding  retina  which 
was  the  cause  of  the  scotoma,  both  maculas  con¬ 
tained  yellowish  dots,  but  evidently  independent 
of  the  influence  of  the  intense  sunlight.  The  le¬ 
sion,  then,  was  somewhat  analogous  to  that  which 
has  been  described  under  the  title  of  commotio  ret- 
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true.  It  is  not  my  purpose  to  discuss  macular  dis¬ 
ease  from  intense  light,  hut  I  have  quoted  this 
example  as  one  having  all  the  symptoms  of  this 
disorder  save  only  that  perfect  central  acuity  of 
vision  was  preserved.  It  may  be  interesting,  how¬ 
ever,  to  note  that  there  was  no  change  in  the 
periphery  of  the  eye- ground,  that  the  field  of 
vision  was  normal,  and  that  an  attempt  to  map 
out  a  positive  scotoma  on  the  perimeter  was  not 
possible. 

In  the  absence  of  microscopical  examination  it 
is  idle  to  discuss  the  pathology  of  these  small  le¬ 
sions.  They  appear  to  arise  in  the  choroid,  and 
to  partake  of  the  nature  of  a  spot  of  degeneration 
indicating  the  portion  supplied  by  a  single  capil¬ 
lary  loop,  but  not  of  sufficient  extent  to  seriously 
involve  the  retinal  elements  and  produce  depreci¬ 
ation  of  central  vision.  It  is  not  improbable  that 
some  of  them  may  be  congenital  (in  those  exam¬ 
ples  in  which  no  other  cause  was  found),  or  that 
they  have  arisen  under  the  possible  influence  of  re¬ 
fraction  error,  certainly  in  some  instances  through 
constitutional  disturbance;  and  have  found  their 
habitat  in  that  portion  of  the  eye-ground  which 
experience  has  taught  is  liable,  especially  in  peo¬ 
ple  with  a  predisposition  to  macular  disorder,  to 
degenerative  changes. 

Dr.  Randall  asked  to  emphasize  Dr.  deSchwei- 
nitz’  note  that  in  many  of  these  cases  full  normal 
vision  was  present,  generally  without  even  relative 
scotoma;  and,  further,  that  even  where  renal  trou¬ 
ble  has  been  found  by  clinical  and  microscopical 
tests  there  has  seemed  to  be  no  tendency  to  an 
increase  of  the  lesion,  but,  on  the  contrary,  the 
lesions  rather  tend  to  fade.  The  albuminuria 
has  proven  transient,  and  no  albuminuric  retinitis 
has  occurred. 
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Dr.  T.  E.  Murrell,  of  Little  Rock,  Ark., 
said  he  saw  a  case  of  macular  spot — a  shadow 
over  the  macula,  caused  by  viewing  the  transit  of 
Venus  over  the  sun’s  disc  with  the  unaided  eye. 

Dr.  Cheatham  said  in  reference  to  Dr.  de 
Schweinitz’  cases  that  only  last  week  he  saw  a 
case  of  central  retinitis  with  H.  3.25  D.;  this  pa¬ 
tient  had  been  exposed  to  very  bright  light  also. 
V.  =  He  had  seen  many  cases  of  marked 

changes  at  macula,  with  central  blindness,  dating 
back  to  the  total  sun  eclipse  years  ago. 

Dr.  Robert  Tilley,  of  Chicago,  has  seen 
some  of  these  cases  of  macular  changes,  and  has 
been  accustomed  to  regard  them  as  an  evidence 
of  specific  lesions  either  primary  or  hereditary, 
and  remembers  one  case  in  point  in  his  recent 
practice,  in  which  he  had  supposed  that  he  had 
obtained  advantage  over  a  brother  practitioner  in 
seeing  the  case  a  little  later,  when  these  spots 
were  more  readily  observed.  At  any  rate,  while 
weak  plus  glasses  were  previously  given  without 
satisfaction,  the  exhibition  of  specific  remedies 
gave  relief  and  the  glasses  were  cast  aside. 

Dr.  de  Schweinitz  wished  to  be  understood 
that  the  cases  of  macular  change  which  he  re¬ 
ported  were  entirely  independent  of  the  syphilitic 
taint,  and  were  unrecognized  by  the  patient  be¬ 
cause  they  gave  no  inconvenience.  The  case  of 
macular  disease  from  intense  sunlight  was  peculiar 
only  in  the  possession  of  perfect  central  acuity  of 
vision.  Dr.  de  Schweinitz  thought  it  had  been 
experimentally  shown  that  the  direct  influence  of 
sunlight  was  the  cause  of  the  reti no- choroidal 
macular  change. 


